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F 000 | INITIAL COMMENTS F 000! The preparation of this Plan of Corraction

doas not ¢constltute admission or agreeman
t by the provider of the truth or fact alleged

An annual survey and abbreviated survéys (KY or concluslons set forth in statement
#15197, KY #15241 and KY #15256) were of deficiency. The Plan of Corraction ls
conducted 09/14/10 through 08/16/10 to preparad or exacuted solely ;
determine the facllity's compliance with Federal ‘because it is required by federal and state law
regulations. The facilily was found not to be In F 160 !
compliangs with Federal regulations with .
deficiencies cited. The highest S/S was "D", KY ; Criterla #1
#15197 was unsubstantiated with no deficiencies " For residents #11 and #12 the funds
cited, KY #15241 was substantiated with no ' thnE:: fc'zanfg ﬁgﬁg ggg‘n’ecll’ggezﬂ‘f: o
deﬂclanc.les clle.d and KY,#1525? Wwag i resident #11 this was completaa on
substantiated with a deficiency cited. ! 0701/2010. Resldent #12's account

F 160 | 483.10(c)(6) CONVEYANCE OF PERSONAL F 160! was closed on 07/01/2010.

=p | FUNDS UPON DEATH I
e .|. Criteria #2:

- An audlt of discharged resident's

Upon the death of & resident with a personal fund  accounts for the [ast twelve

dgpgslted with the facillty, the facility must convay months will be completed by
within 30 days the resident's funds, and a final ' the Bulsness Office Menager
accounting of those funds, to the individua! or ! tq ensure that all residants
probate jurisdiction adminlstering the resident's *wilh a personal fund deposited
aElats with the facility have baen
7 convayad end a final accounting

. of funds has been providad to

! the appropriete party.
This REQUIREMENT is not met as evidenced | If this has not been complated, i
by: | 2 final accounting &nd conveyance |
Based on record reviews and staff interviews, the 1 :\ggig:]ﬁ:mpleted for these appropriate i
facility failed to promptly convey resident personal ’
funds to the indlvidual administering the resident's | Criterla #3:
estate upon the death of the resident, for two The Buisness Manager will be tralned by
residents (#11 and #12) of the five accounts tha Administrator on the policy and procadura
reviewed. Findings includa; for conveyance of funds, and the correzponding

: regulation,

A review of Residents Accounts conducted, on
09/15/10, revealed Regident¥#11 expired on
02/28/10 and the account was not closed until
07/01/10. Resident #12 expired on 11/29/08 and
the account was not closed until 07/01/10.

An interview, on 09/16/10 at 10:45 AM, with the

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE = TITLE q l {X6) DATE
-
- o) a’l ]IO

Any dzficlency atatemanl ending with an asterisk (*) denotes a deficisncy which the instilution may bé excused from correcting providing It is determined that
other safeguards pravida sufficient prolection lo the patisnls. (Ses instruclions.) Except for nursing homes, the findings stated above are dlscloaabie 80 days
following the date of survey whather or not 8 plan of correction is provided. For nursing homes, the above findings and plans of coriection are disclosable 14
days following the dala thase documants are made available to the facility. If deficiencies are ciled, an approved plan of correction Is requisite o continugd
program parizlpatlon.
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s5-D | INVESTIGATE/REPORT
ALLEGATIONS/ANDIVIDUALS

The facility must not employ Individuals who have
been found gullty of abusing, neglecting, or
mistreating reskdents by a court of law; or have
head s finding enterad into the State nurse alde .
reglstry concerning abuse, neglect, mistreatment
of residents er misappropriation of their property;
and raport any knowledge it has of aclions by &
court of law against an employes, which would
indicate unfitness for service as a nurse alde or
other facitity staff to the State nurse aide registry
or lleensing authorities.

The facility must ensure that alt alleged violatlons
invaiving mistreatment, neglect, or abuse,
including Injuries of unknown source and
misappropriation of resident property are reported
immediately 1o the administrator of the facility and
to other officials in accordance with State law
through established procedures {Including to the
Stale survey and certification agency).

The facility must have evidance that all alleged
violations are thorpughly investigated, and must
prevent funther potential abuse while the
Investigation is in progress,

The results of all investigations must be reported
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F 180 | Continued From page 1 F 160 Griteria #4
Business Office Manger revealed she had taken One time 2 month for three months, and Y
the position of Offlce Manager on 07/26/10 and men quarte_ﬁy. thg\gglggesstgfﬁwce
H anager will Tevi OUN
clouiddnoi explain why the accounts were not Those residents that have baen
closed. | Discharged/deceased to ensure
. o That a final accounting of funds,
An interview with the Administrator, on 08/16/10 . And conwveyance of funds has bean
at 11:00 AM, revealed she was unaware the complated within 30-days, :
accounts had. not Kbeen closed, F275 i (;mmla2 g'?o
F 2251 483.13(c){(1)(iid-(iif), {c}2} - (4) F 226 GNA #% was terminated : 40420

, N 7/27/2010 due to the
i Invastigation that the
 facility conducted
! regarding residents
j #3 and #13.
LPN #1 was also i
! Terminated on 7/28/2010. '
! She was terminated due ;
| to not following policy |
| and procedure for |
reporling abuse/neglect, i
and for falsifying documentation. |
Administrator also reportad W
LPN#1 to the Kentucky |
Board of Nursing i
In relation {4 her \
( parfoimanca regarding :
l
)

this incldent. '
CNA #2 was provided i
coirective action and !
suspended for two days

due to not immedlataly

raporting.

A peychosocial
Assassmant was
Completed on 7/27/10

by Sharon Wight, RN, BC.
for resident #13.

Psychosocial assassment
i was also completed for

| Resldent #3 on 7/27/2010
by Sharon Wight, RN, BC.
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to the adminigtrator or his designated
representative and to other officials in accordancs
with Siate law (including to the State survey and
cerification agency) within & working days of the
incident, and If the alleged violation Is verified
appropriate corrective action must be taken,

This REQUIREMENT is no! met as evidenced
by

Basad on observation, Interview and record
review, it was determined the faciily fallad to
ensure sli alleged violations inveolving
mistreatment, heglect or abuse were reported.
immediately to the Administrator. The facilily also
falled {0 prevent further potential abuse while the
investigation was in progress, related to two
residents (#3 and #13), In the selscled sample of
10. Resident #3 alleged CNA #1 twisted histher
wrist during incontinent care. CNA #2 alleged
CNA #1 was verbally and emotionally abusive to
Resident #13. Neither incident was immediataly
raported to the Adminlstrator and CNA #1 was
allowed to continue working, Findings include:

4. Resident #3 was originally admitied {o the
facility on 02/01/08 and readmitted on 09/08/10
with disgnoses to include Chronic Back Pain,
Osteoporasis and Alzheimers Damentia. The
quarteny Minimum Data Set (MDS) dated
06/03/10, reveated the resident was moderately
impaired cognitively and was totally dependent on
the assistance of two staff members for all care
and was fraquently incontinent of bowel and
bladder.

An observation and Interview with Resident #3 on
08/16/10 at 1:56 PM, revealed the resident
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F 226 | Continued From page 2 F 225! Griterla #2

On 7/28/2010 Danislle
Newaell, Social Services
) Director, interviewed al}
: of River's Bend Nurging !
i Facility and Personal i
Care residents to :
to identify any other resldents |
, that had the potentlal to be

i deflclent praclice. At this
time no other residents

. had any complaits
about staff or care regarding
abuse/ neglect and CNA #1.

Critarla #3

An inservica was held on

i 8/4/2010 by Randa Ramsey,
Ombudsman, and Dawn
Tedder, Adminlistrator.

The topio was abuse

and neglact/staff burnout,

Tha abusze/meglect policy was

also revised by the Administrator

35 o result to this Investigs tion.
- {twas addended o state the
| following: The staff reporting
| abusa/neglact, and their
i SUpervisor should immadiately

. report the abuse/nsglect togethar to

the Administrator or appropriate

' persen on call,

‘Trainng was provided by the
Adr:m'nistra{or on the revised
Palicy on 8/4/2010. Staff also
slgned a new acknowledgemant

I of the abuse/neglect policy.

Upon hire the revised abuse/neglost
policy wili be reviewad with staff by

the Assistant Administrator/HR re

and It wili pe reviswed in the orientation
class that iz provided to new amployess,
A copy of the policy was also provided {o OIG

surveyors at the tin::a of visit,
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was ater, lying in bad and slightly short of braath
after incontingnt care. The resident did not
remember CNA #1 and denled anyone ever
saying or doing anything harmful to him/er. The
rasident's right wrist showed no evidence of
redness, edema or bruising.

An interview on 08/15/10 at 2:07 PM with CNA
#2, ravealad CNA #1 and CNA #2 were working
the third shift together on 07/23/1C at 11:50 PM.
While providing incontinent care to Resident #3,
the resident aftempted to scratch hisfher
buttocks. CNA #1 grabbed the resident's right
wrist and stated, "You are going to gat your hand
full of shit" The resident responded, “Talk nica to
me." CNA #1 foid the resident that he was being
a6 hice as he could. He was pulling the rasident's
arm up against the resident's side. He then
grabbed the regident by the right wiist and applied
pressure, CNA #2 was able to see an indention
on the rasident's skin and the resident was
gnmacing hisfher faca. The residant asked CNA
#1 to stop twisting higsher arm. The CNA denied
he was twisting the restdent's arm and replied,
"Today i3 hot your lucky day, but tomormow may
be™ Agthe CNAs left the room, CNA #1 asked
CNA #2 if she was going fo tell anyone about the
incident. She reported the Incident fo Licensad
Practical Nurse (LPN} #1 approximately 10
minutes after the incident, an 07/24/10 at 12:00
AM. Howevar, the LPN stated she was not going
to call anyone aboul the incldent "now". CNA #1
continued to work with resldents, CNA #2 was
present when at approximately 2:00 AM, on the
same shift, the Assistant Director of Nurses
{ADON) called the facility and talked with LPN #1,
The LPN did not make the ADON aware of the
incident during this phone call. At 3:30 AM, CNA
#2 valied the ADON and reported the.incident. — . .._

* |f they are not reported

: by the Adminlstrator one time & month for

: thres months and then quarterly after this.

; Any abuse/naglect allegations reported
will be reviewed by the Administrator
to ensure that they were repostad immediately
according to policy and procadure.

immediately the staff resposnible will receive
| gotrective action as Indicated g@rqusciplsnary
- polley, which may include trmination,
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Continued From page 4

The CNA stated soon after she called the ADON,
the LPN came t¢ the break room and asked her
why sha called the ADON. Afler this, the LPN
calied the Administrator and reported the [ncldent,
CNA #2 stated CNA #1 was Instructed to clock
out between 4:00 AM and 4:30 AM.

An interview on 09/15/10 at 3:00 PM with the
ADON, revealed sha was on-call the week-end of
07/23-24/10, 5he was first mada aware of the
incidsnt “in the wee hours of the marning on
07/24/10" when CNA #2 called her and Inguired If
.PN #1 had reported the Incident to her. CNA #2
then reporled that CNA #2 had verbally and
physically abusad Rasident #3 and that she
reported the abuse to LPN #1, but she did net
think the LPN reported the abuse fo her (ADON).
The ADON revealed when she finishad talking to
CNA #2, she called LPN #1, who stated, "l did not
fael it was abuse." When the ADON called back,
LEN #1 was talking to the Administrator.

An Interview on 09/15/10 at 3:57 PM with CNA
#1, ravaalad he had been working at the facility
approximately one month when the Incident with
Resident #3 occurred. The CNA stated Resident
#3 was " little dirty” when he and CNA #2 were
trying to administer Incontinent care about
midnight 07/23/10. The resident tried to reach
back to soratch, while he and CNA #2 were
providing incontinent care, He {old the resident to
stop as the resident might have gotten “shit" on
him/her. He grabbad the resident's wrist and
placed the resident on histher belly as a “first
reaction.”" He grabbed the reskdent’s wrist again
when the resident's gown was changed, Both
ftimes he grabbed the resident's wrists, tha
resldent complained that he was hurting hisfher
wrists, Howevar, CNA #1 stated, " | do not think |

F 226
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Continued From page 6

was hurting the resident that much, because
there wasn't any bruising or broken bones found,”
He stated LPN #1 was aware of the incident but
also dld not feel he had hurt the resident. LPN #1
ailowed him to continue working the same hall,
with Resident #3 until about 4,00 AM when the
Admipistrator calied and told him that he was
suspended and to clock out and go home, He
wag terminated on Tuesday, 07/27/10.

An intarview on 09/14/10Q at 4:05 PM with the
DON and a raviaw of tha facility repornted
complaint, revealed a mobife X-ray of Resident
#3's right wrist on 07/28/10 at 10:25 AM failed to
reveal a fracture, dislocation or. soft tissue .
damage and indicated Osteoarthritls with no
acuie abnormalities. Review of the Time Card
Detail dated 07/24/10, revealed CNA #1 clocked
out of the fadility at 4:16 AM and LPN #1 clocked
out at 7:35 AM. The DON stafed CNA #1 was
taken off the foor as soon as the Adeninistrator
was made aware of the Incident

An interview on 09/15/10 2t 1:15 PM with the
Administrator, revealed LFPN #1 was also
temminated due 1o not reportlng an incldent
immadiately, allowing CNA #1 to provide direct
cate to residents nearly five hours after the
incident, and falsification of dacuments regarding
the notification of the physician and tha family,

interviews were attempled with LPN #1 on
09/15/10 at 4:18 PM, and on 08/16/10 at 8:28 AM
and at 2:00 PM, without success,

2. Resident #13 was admitted on 07/22/09 with
diagnoses to include Anxiaty and Senile
Dementia. A review of the quarterly MDS, datad

F 225
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07115110, revealed the resident was moderately
impsaired cognitively, totally dependent on the
assist of two staff members for alt care and was
Incontinent of bowel and bladder.

Interviews on 08/15/10 at 2:07 PM and at 2:45
P with CNA #2, revealed approximately two
weeks prior to the above noted incident with
Resident #3, CNA #1 and CNA #2 were warking
togathar on tha night shift. Resident #13 was
sitéing at the nurses station, at approximataly 1:00
AM. The resident was agitated and confusad,
The resident wanted a taxi and to go home and
was attempting to get out of the ohair unassisted.
GNA #2 stated a call ight sounded down the .
haliway and she asked CNA #1, who was sitling
at the nurses station | to sit with Resident #13
while she answered the call light. When CNA #2
refurned, sha statad CNA #1 was taunting the
resident and had Rssident #13 s0 agitated, the
resldent was "red In the face." She overheard
CNA #1 telt the resident that he/she couid not
leave the facility but ha {CNA #1) could, CNA #2
requested CNA #1 to stop this and took the
resldent 1o the other end of the hallway to calm
down, LPN #1 was at the nurses station and
stated sha wishad CNA #1 would leave the
resident alona. CNA #2 did not discuss the
incldent further with CNA #1 or the LPN and did
hot report the incident to the Administrator or
DON, CNA #2 stated she was written up and
suspended for two days over this Incldent. She
stated she did not think much about it at the time
because LPN #1 was there. She stated she feit if
the LPN did not do anything about the situation,
than maybe it did not need to be reported. LPN
#1 was unavaifable for comment.

An interview on 08/16/10 at 2:07 PM with CNA #2

F 2256
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and a raview of tha facility's investigation repot,
datad 07/28/10, revealed the CNA had no recall
of this incident.
An interview with Resident #13 on 09/16/10 at
1:30 PM revealed the resident denied anyone
evar hurting hinvher, but also stated helshe
"probably wouldn't remember It anyway."
A review of the undated facility policy regarding
Resident Abuse, revealed any alleged incidences
of abuise, neglect or exploitaiton must be reported
to tha Adminisfrator. Staff were also to report any F242
signs of abuse, which may include but was not Criteria #1 |
limited to brulses, sounds, or actions that may » Director of Nursing
tead to misireatment of a resident, The g‘;ig'i“;‘éﬁd f?ﬁ‘ﬁeﬁtf
Administrator/Designee would then begin an far bagmmgngnéssg;i;r:nw
investigalion as to what accurred. Further review  schedula, This was complated
of the Investigation category of the policy " on 9/16/2010. # was also
revealed if the incldent Involved suspacted abuse, - discussed with resident
neglect or exploitation toward a resident, it shall #7 his prefarance regarding
he immediataly reporiad to the employee’s parsonal hygieno feme. :
imr_nedilate Sup.ervisor ar?d the Administrator, at Resident #7 prafarred bed ;
which time an investigation would begin and the baths only, and would like :
employee accused of alleged abuse would ba ' them in daytime hours, He i
suspended immediately, ! identifled his preferanca for k
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F 242 Wreatment of diy skin.
88=D | MAKE CHOICES ! Resident #7 was care planned ,
’ Far dally bed baths on day .
The resident has the right to choose activities, ~ Shift, with hyglene care provided
schedules, and health care consistent with his or : at thet time. He will also i
her interasts, assessments, and plans of care; j= bet;:at:eplﬁnnedhto use lotion ;
Intaract with members of the community both . fg trza{c?rly gi;n Is preference |
inside and outside the facllity, and make choices ; ) !
about aspects of his or her life in the facility that - On 8/16/2010 Resident #7's '
are signlficant to the residant. © Physician was contacted regarding
Dry and flaky skin. Ha racommended
Moisturizing iwo times & day, This
This REQUIREMENT ig not met as evidenced }f:;ﬂr:;?gel::g;cumentad_ on care plan
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Based on observation, interview and record
review, it was dafermined the facility failed to
ensure one resident, (#7), In the selected sampia
of 10, was given the right jo choose what time
his/her bath and dally shaves were provided and
was nol asked if he/she was agreeable before a
changa was made 10 the time of these aclivities.
Findings include:

Observalions on 09/14/10 at 10:30 AM, on
08/156/10 at 8:35 AM, 9:45 AM, and 11:30 AM,
and on 08/16/10 at £;50 AM, revealed Resident
#7 was unkampt with white, scaly, flaky skin to
his/her head and shoulder areas and was in need
of a8 shave.

An interview on 09/14/10 at 10:30 AM with
Resident #7 and a family member, revesled the
resident had a history of stroke and was unable to
spesk; however, hefshe was able to

communicate effectively using a wax-board with a
plastic sheet and a stylel. The resident had
concerns that the evaning showsrs were “not too
good.”

Resident #7 was admitted on 10/13/09 with
diagnoses to include Quadriplegla from a Brain
Stem nfarct, Pravious Myocardial Infarction and
Progressive Weakness. The quarterly Minimum
Data Set (MDS) dated 07/19/10, revaalad the
resfdent’s cognitive level was independant, with
no shott or long term memory deficits. He/she
was tolally dependent on the assistance of two
staff members for care. The care plan for
activities of daily living revealed the resident was
able to manipulate the urlnal, if [t was left on the
side of the wheelchalr. The resldent was able 1o
feed him/erzalf with assistive devices and set-up

: preference for bathing/hygiene times
- of current residents, i

. by the Dlrector of Nursing, Unit :

- and CNA care plan,
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F 242 | Continued From page B F 242 Critarla #2

Director of Nursing,

Unlt Coordinator, and
Assistan| Director of Nursing
will interview currant Nursing !
Facility Residents fo detarmnine .

The preferential time will be documented

Coorg::inalor, angd Assistant Director of
Nursing on the comprehensive care plan

Criteria #3

On admission of a new resldent they

will be interviewad by the Unit Goordinator

to datermine any prafarences for bathing and
hygiene.

The Unit Cocrdinator will document thesa on
Inittal admission care pian and CNA care plan.

: Nursing slaff will be provided Inserviceftraining s

By tha Unh Coordinator that if a preferance should

Change they must notify Unll Coardinator to ensure

That the comprehonsive care plan and GNA care plan

are changed to refiect prefarences. !

Nursing Staff wilt also be Inserviced by the Unit Coordinator
to ensure that they are checking CNA care plans on a ’
daily basis t¢ ensure thal we are meeting preference of
residants,
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F 242 | Continued From page 9 F 242" critera #4 E

of the tray on the lap top table. A review of the
CNA Care Plan Record for Sept 2010, revealad
the resident was to recelve total bed baths in the
afternoon on Monday, Wednesday and Friday.
Ne mantion of a shave or the resldent's
preferences were noted,

An interview with CNAs #3 and #4 and LPN #2 on
091610 at 10:30 AM, revealed the CNAs wera
not aware of the residsnt's bath and akin care
needs as the resident was bathed on the evenlng
shift and the LPN was newly hirad,

An interview on 09/M16/10 at 11125 AM with the

was not aware the resident had basn changed
from day shift to the evening shift for bathing.

The DON then iMerviewed the resident regarding
hisfher shift praferance for bathing and shaving.
The resident revealed a preference for day shift.

DON, who was naw to this position, revealed she .

One ime a month CNA carg plans will be reviewad
By the Unit Coordinator to ensure preferences are
noted on the CNA care plan and comprehsnsive
care plan.

One time a month for threa months the Unit Coordinator

¢ will Interview resldents to ensure that prefarences have

not changed. 'Unit Coordinater witl document any changes
on comprahensive/CNA care plans. After the Initial thres
months this process will be complefed every quaiter by the

~ Unlt Coordinator.

: Criterla #5
Qetober 20, 2010
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A Life Safety Code survey was initiated and
conducted on 09/14/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE

Any deficiency statement ending with an asterisk (%} denotes a deficiency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients. (See instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facilty. If deficiencies are cited, an approved plan of correction is requisite to continued
program patrticipation.
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